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We believe that neither this editorial nor the paper should be seen without context. The statement that ''to date no study has definitely shown that hyperthermic intraperitoneal chemotherapy (HIPEC) in combination with cytoreductive surgery (CRS) is effective for peritoneal metastases of colorectal origin…'' is one that we do not agree with.
Complete CRS and HIPEC has been extensively reported to achieve a 5-year survival hovering around 40-65% in colorectal cancer (CRC) patients with a peritoneal carcinomatosis index (PCI) \ 10. [2] [3] [4] The real problem is that when the PCI is beyond this, there is an associated reduction in overall survival to less than half. The majority of patients are in this category when peritoneal dissemination is diagnosed. A proposal of ''adjuvant'' HIPEC is, in our opinion, warranted in an attempt to improve patient outcomes and progress our knowledge and treatment of the malignancy.
Prophylactic HIPEC in high-risk CRC (pT3/pT4 and mucinous or signet ring cell histology) at the primary resection has been reported by Sammartino et al. 5 In their study, peritoneal metastases and local recurrence developed significantly less often in proactively managed patients than in controls (4% vs. 28%; p \ 0.03), and there was significantly longer disease-free and overall survival than in the control group (p \ 0.05 and p \ 0.04). Elias reported similar results with a planned second-look at 6 months in 41 patients with synchronous peritoneal disease, ovarian metastases, or perforation on the primary resection (high-risk). Peritoneal disease was discovered intraoperatively in 56%, without any sign of recurrence on preoperative imaging, and was treated with complete CRS/ HIPEC. The 5-year overall survival was 90%. 6 A large, French, randomized, controlled trial of second-look at 6 months, which was commenced following these results, has now been completed and the outcomes will be available in early 2017. Another study in the Netherlands is currently recruiting, where HIPEC is applied synchronously or in the early postoperative setting.
We believe that the T4a group remains a real issue, which is not included in the French study; however, our Australian national funding body (NHMRC) has now twice failed to fund a trial to address these patients. We second the author's statement on the necessity of international leaders combining resources and sounding a call to action to physicians caring for CRC patients at high risk of peritoneal metastases.
